EDITORIALS

Through a glass darkly: understanding
depression

epression is the commonest mental health disbstsn in nificance iq primary care of undgtgcted depressiqn has recgntly
Dgeneral practice and, therefore, general practice is well suitd@€€n questioned. A large naturalistic study in 15 cities worldwide
to the study of this condition, which has a major impact on thdailed to show that non-recognition of depression has serious
lives of patients and their families. In this issue, we publish thre§€@surable effects on outcome, perhaps because recognition

papers that add to our understanding of how depression should §8€S not imply optimal treatmehThey found that unrecognized
tackled and what might be done to improve patient care. cases of depression in primary care have, as a group, less severe
The intriguing title, You're depressed’ — ‘No I'm notintro- illnesses. This does not mean that unrecognized cases would not

duces a paper that considers the effect of beliefs and attitudes 1§V Penefited from treatment. Nearly half of the unrecognized
the consultation. It explores the clash between the generalc2SeS were still suffering mental disorder after a year, leading the
practitioner’s (GP’s) beliefs and a medical model of depressioﬁIUthorS to conclude that gffqrts to improve the diagnostic gb|l|ty
with the patient's view of the problem for which they are seeking?! doctors are worthwhile in view of the poor prognosis of
help and understanding. Previous rese€ahas examined either depression. . . .

the part played by doctor or patient characteristics. This paper Though much has been learned from epidemiological research,

tackles the interaction of these characteristics and the way it m a?g ?\Ineimlgrrvslﬁ\gu:z ggtngﬂg(t)?q@%::;g |21Fr)p2|caglr? sl?ugrelzr:?/\r/i/th
explain much ‘under-diagnosis’ and the often poor complianc : gely

with drug treatment by patients. It also sheds light on théeferred patients be applied unthinkingly to the much larger

problem of somatization and the ‘fat-file’ patient. When doctorJroUP of patients who are not fef‘?”ed for specialist care. To
: advance our understanding, there is the need not only for more

and patient disagree about the nature of depression, it is not SUlsearch on primary care but in primary care, and for co-opera-

prising that the.patie.:nt is relucFant to accept the diagnosis aNfle work between disciplines. GPs and their teams endlessly
unlikely to persist with medication. The research also explore; '

the personal experience of depression by both doctors a’Egyce the problems of diagnosing and coping with mental health

. . e \ oblems when such patients present at the same consulting
gztlents,. and the effect of the illness on the individual's model o ession as others with a great variety of physical illness. There

pression. . . should be discussion of whether dimensional models of depres-

How disabling is depression@ports prospective dqta on 25(.) sion used in psychiatric research are immediately relevant to
patients, all of whom met reseaych Q|agnost|c criteria for maJOE;eneral practice, either from the perspective of GPs or the
depression and had presented in primary tdiee severity of o avients “especially those from different cultural backgrounds.

symptoms has always been an important fac'tor when Iapelllng ere should be discussion on consultation/liaison approaches;
patient as depressed. There is now increasing emphasis on te

" ; L - h example, the effect of the community mental health team on
subjective reporting of disability in assessing the impact of they, recognition behaviour of GP¥Ve need to know more about

disorder and in measuring the effect of treatment. In this studyhe ifluence on recognition of depression of the availability of
patients reported higher levels of disability than expected fromyeaiment options for the GP. GPs also need clearer guidelines on
published norms, and higher levels of disability than found inyhen it is best to refer and to whom.
patients with chronic physical illness. Questionnaiae now Patients and doctors can have differing perceptions of what
available to measure major aspects of life affected by ill-healthyey consider an appropriate level of care. Taking the consumer’s
The evaluation of disability thus becomes a valuable addition tgjew, more seriously is likely to improve the therapeutic alliance
the measuring of symptoms when assessing the impact of deprggstween patient and doctor. We also need to come to understand
sion on the patient’s life. . ~__ why some health professionals empathize with and befriend suf-
A major aim of the ‘Defeat Depression Campaign’, jointly ferers while others are less than sensttisdove all, we need to
organized by the Royal College of Psychiatrists and the Roya{cknowledge the extent of our ignorance as well as our knowl-
College of General Practitioners, was to influence educationadge about the nature of depression.
activities for GPs. The paper by Rix and colleagues in thisissue The varied examples of research on depression remind us that
reports that two-thirds of GPs in England and Wales were awaligis a complex disorder affecting many aspects of the sufferer’s
of the campaign, and 40% had definitely or possibly madgife and that of others. It is more than a simple neuro-chemical
changes in practice as a result of it. The consensus statement@fstake with a simple pharmacological solution. It has probably
recognition and management of depression in general practicgo single cause but rather represents a personal response to a
and the guidelines derived from it, had been read in detail byhultitude of biological, psychological, social, and cultural
about one-quarter of responders and was known of by an addictors. The complexity of the problem calls for a variety of
tional one-third. Despite the difficulties of measuring retrospecapproaches. Research over the past few decades has filled gaps
tively the impact of a national campaign, it is important to con-n our understanding of this important illness, but we still ‘see
sider the influence of co-operation in improving the care ofthrough a glass darkly? King!! points out that research in
patients. These results are encouraging, but what matters in theneral practice often reveals much more about appropriate treat-
long term is how the messages of the campaign are taken up lments for psychiatric disorders than that conducted in specialist
individual practice teams and how quickly new research, such ggactice, and names the GP as the central player in researching
reported here, is taken up in day-to-day practice. the question of effectiveness. The task is to improve the manage-
General practitioners diagnose and care for most depressetent of a common and serious illness that is managed largely in
patients without reference to a psychiatti®esearch shows, primary care. The challenge is being addressed by individual
however, that they fail to recognize illness in many patients whevork, multi-disciplinary research, and newly-formed research
can be diagnosed by structured psychiatric intervidive sig-  networks.
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Runner’s knee: what is it and what helps?

;RUNNER’S knee’ is a term that is used to describe vagueal quality of the literature on physical therapy for musculoskele-
knee pain that commonly occurs in physically activetal conditions in generdlWhile there are challenges in design-
people. The technical term for runner’s knee is patellofemorahg randomized controlled trials to evaluate physical therapies,
pain syndrome, and it is characterized by an insidious onset dfiere are ways of undertaking such studlies.
diffuse knee pain made worse by ascending or descending One of the difficulties in searching for articles on therapy for
grades, squatting, kneeling, sitting with the knee in flexion, angbatellofemoral pain syndrome is the evolution in terminology
on rising after long periods of sitting. It is relieved by rest andover the past 20 years. This, in part, reflects the distinctions now
cannot be localized to a specific anatomic structure. A study in possible with the advent of arthroscopy, although there has been
Finnish sports clinic reported that 33% of its cases were ofio clear chronological point of change. The original term was
patellofemoral pain syndrome, making it the most common preehondromalacia patellae; then patella chondropathy,
senting conditiort. Another study involving new recruits in the patellofemoral arthralgia, patellalgia, runner’s knee, anterior
Israeli army reported that 15% of the soldiers developed the syfknee pain, and retropatellar pain syndrome. Chondromalacia
drome during their first 14 weeks of basic trainfig/hile sus-  patellae is still a clinical condition with signs of patellar cartilage
tained physical activity is a cause of the syndrome, there are inditamage, while patellofemoral pain syndrome has similar symp-
vidual factors that predispose individuals. toms but no sign of cartilage damage. Although the clinical
The prognosis is variable, with many initial cases improvingsymptoms are similar for both chondromalacia patellae and
while other new cases develop over ti&fter six years, 35% patellofemoral pain syndrome, it is not known if there is any
of the patients from the originally symptomatic group in thisrelationship between the two conditions. One of the difficulties
prospective study had persisting knee pain, although only 8%ith applying the results of clinical trials is the inclusion of
had persisting pain that hindered physical activity. Forty-ninepatients with and without patellar cartilage damage.
consecutive patients with unilateral patellofemoral pain syn- One study in adolescent females (patellar cartilage status not
drome were followed-up for three years and the factors assoaieported) found that orthotic devices were more effective in con-
ated with improvements in pain were analy$&gventy per cent trolling pain than a control flat insole. While this is an important
of participants made a complete recovery, and only younger adgading, it is not clear if the control patients were aware that they
predicted a good outcome. The authors concluded that there wagre not in the intervention grodpFailure to mask or blind the
no ‘ ... general or biomechanical factor that could reliably predictontrol group to orthotic intervention could produce a negative
the outcome ... in the non-operative management oéttitude in the control group, and hence give a false-positive
patellofemoral pain syndrome’. An eight-year observationalffinding in the intervention group, invalidating the results.
study of adolescent girls with anterior knee pain found that only Knee braces are a popular treatment for knee disorders. A
13% of the participants had worse symptoms at follow-Tipis ~ well-designed clinical trial with Israeli army recruits found that
led the authors to conclude that the condition tended to improvemple knee sleeves and a specially designed patellar sleeve
with time, that serious disability was rare, and that surgical treatGenutrain) produced significantly worse outcomes than the con-
ment seldom need be considered. servative therapy control group (i.e. maintaining activity and
There are many invasive and non-invasive therapies reconavoiding pain-causing activity, and/or no therapy or simple
mended for patellofemoral pain syndrome, yet few of these armuscle stretching and strengthenid@oth sleeves caused prob-
based on convincing clinical trial evidence. The treatments rangems with skin abrasions, and 80% of the conservative treatment
from intramuscular and intra-articular injections, to knee braceggroup were better at the end of the study. The lower rates of
orthotics, knee-taping, and non-steroidal anti-inflammatory medrecovery in the elastic sleeve and Genutrain group, and the side-
ication. There are also surgical treatments available, such adfects of skin abrasions, suggest that this is not a good form of
patellar debridement, lateral retinacular release, and proximahitial treatment.
extensor mechanism realignmémt.review of the non-operative A technique that has become known as ‘McConnell taping’
therapies for patellofemoral pain syndrome found only five ranuses adhesive tape to control lateral patellar rotation and tilt, and
domized controlled trials, which seems a very small number fowas introduced to control patellar maltracking, relieve pain, and
such a common conditionThe quality of these clinical trials is assist with quadriceps rehabilitationit is designed to accom-
variable, and there is wider concern about the poor methodologpany strengthening and stretching activities, and its initial
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success rate in an uncontrolled study was #686randomized
controlled trial of 25 patients reported that the McConnell tech- 1.
nique improved some parameters, such as pain, radiographic
findings, and EMG activity, but concluded that ‘there is no bene- 5
ficial effect of adding a patellar taping programme to a standard
physical therapy programme’; i.e. the control group experienced3.
the same benefit. The small size of this study may not have
had the power to detect a small benefit from the taping. .
Patellofemoral pain syndrome may be the most common mus-
culoskeletal condition in healthy active adults and can be easily
diagnosed by general practitioners on the basis of history anc
simple examination. It is surprising that there are so few random-
ized trials of therapy for a condition where so many treatments
are recommended. Many studies assume that alteration of abnor-
mal biomechanics will result in clinical benefit. These assump- 7.
tions need to be assessed using clinical outcomes in larger, better
designed clinical trials. Such an approach would raise the stands.
ard of evidence for the treatment of musculoskeletal conditions.
Conservative therapy, such as quadriceps strengthening ang
stretching exercises, seems to be as effective as any specific
therapy, and for uncomplicated cases there is no justification foro.

long periods of expensive therapy. 1

BRUCE ARROLL
Associate Professor, Department of General Practice 1%
University of Auckland
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